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THE EFFECTIVENESS OF FEDERAL CHILD AND
MATERNAL HEALTH PROGRAMS

WEDNESDAY, NOVEMBER 2, 1983

Coxgress oF THE UNITED STATES,
SuBcoMMITTEE oN EcoNoaic GoaLs AND
INTERGOVERNMENTAL PoLicy
or T JoiNT Kconoyic CoMMITTEE,
Washington, D.C.

The subcommittee met, pursuant to notice, at 10 a.m,, in room SI)-
628, Dirksen Senate Office Building, Hon. Lloyd Bentsen (vice chair-
man of the subcommittee) presiding.

Present: Senator Bentsen,

Also present: George R. Tyler, professional staff member.

OPENING STATEMENT OF SENATOR BENTSEN, VICE CHAIRMAN

Senator BexTseN, The hearing will come to order. Ladies and gen-
tlemen, welcome to this hearing. It is designed to examine the effective-
ness of Federal programs to promote maternal and child health care.

One of the problems we have run into in the Congress when it comes
to maternal and child health care is that you do not have a vocal con-
stituency. You do not have political pressure groups that focus exten-
sively on this area, as you do when you get into programs for the el-
derly, for example. Those programs have a high profile. Political force
is involved. Those are people who vote, They go to the polls and you
see a correlation in their political effectiveness and results here’in the
treatment of their programs.

But that is just not the case when it comes to children. And it is'of
major concern to me that we are seeing a situation where we have not
had the continuing attention recently to the extent thac I think we have
had it in the past to their health problems.

We are condicting these hearings to try to gain a better understand-
ing of what is the actual impact on maternal health care and child
health care, of the specific spending cuts that have taken place under
the current administration.

Since the 1960, this Nation has made a concerted effort to improve
the health of children and infants, including prenatal care. This effort
was initiated in recognition that these groups are among the most
vulnerable segments of our society. Particularly when in lower income
or inaccessible households, pregnant women and infants faced substan-
tial economic barriers that deprived many of the fundamental oppor-
tunity for good health from birth. The restricted access, particularly
to prenatal care, of some expectant mothers was a major cause of un-

(1)
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derweight births and associated needless handicapping conditions—
conditions which carried heavy lifetime cmotional costs to families and
economic costs to both families and tuxpayers. Our Nation was simply
not dealing in cither a cost-effective or & humanitarian fashion with
infant health care issues. Far too many Aniericans were being born
with avoidable handicaps or with poor odds of survival,

The response was the establishment of a handfull of programs
which were partially or solely targeted at improving maternal and -
child health care. These include a portion of medicaid expenditures
for infants and youths; the national childhood immunization pro-
gram; the WIC and community health center programs; and the
MCII block grants. .

- Those programs have been successful. The most sensitive indicator
of & nation's infant health is the infant niortality rate. As we see in
the first table, growth in our Federal child health programs has paral-
leled n substantial decline in the U.S. infant mortality rate since the
1960’s. In fact, our infant mortality rate fell 40 percent during the last
decade alone; 40 percent. It took 25 years, well over twice as long,
to achieve a comparable reduction in that rate in the absence of these -
targeted programs during the 1950’s and 1960’s.

The programs have more than doubled the pace of our progress in
combating infant deaths and avoidable handicaps. That progress has
been hard won and it has been expensive, Yet the quality of our ma-
ternal and child healta still does not match that abroad.

The second table contains current infant mortality data for a
number of indnstrialized nations. It shows that we still have a
mediocre or worse record in child and maternal health care. Inter-
nationally, we only run in the middle of the pack; 17 nations had lower
infant mortality rates than we did in 1980, for example, including
IHong Kong. Treland, and Spain.

Sweden and Japan enjoyed infant mortality rates a large 40 per-
cent botter than our own. Iad the United States simply matched
Japan. over 17,000 fewer babies would have died kere in 1980, and
many thonsands of others would be free of handicaps today.

Tt is not just the ones which die that concern us: it 1= the ones
who survive, but with severe handieaps and emotional burdens for the
rest of their lives that concerns us as well,

Last month the Finance Committee passed my amendment provid-
ing prenatal health coverage for first-tinie pregnancies. And 2 years
ago I fought the administration and wax anecessful in establishing
the MCIH program as a separate and distinet block grant program.

These and other efforts in Congress were designed to insure that
our progress in infant and prenatal health eare wonld continue, .\ key
factor determining whether that progress continues ix the availability
of funds. Our Nation faces enormous $200 billion deficits well into the
future. And Conaress faces diflienlt choices in determining how best
ta halance spending priorities while trying to shrink the deficit. The
sories of hearings T am kicking off today ure designed to provide Con-
aress with information needed to hetter make those choices,

[The tables referred to follow <]



U.S. CHILD AND MATERNAL HEALTH

FISCAL CHILD HEALTH U.S. INFANT

YEAR EXPENDITURES 1/ MORTALITY RATE 2/
1968 $ 831.5 21.8
1969 1,017.2 ’ 20.9
1970 1,239.0 20.0
1971 1,449.2 18.1.
1972 1,574.2" ©18.5
1973 ' 2,093.4 17.7
1974 2,326.3 © 6.7
1975 2,806.6 16.1
1976 3,211.4 | 15.2
1977 3,406.5 4.1
1978 3,735.6 13.8
1979 4,057.3 13.1
1980 4,622.6 12.5
1981 5,209.2 1.7
1982 5,168.2 - n.2

1/ MCH, WIC, Medicaid (under 21 years), Community Health
Centers, Childhood Immunization and CSFP. Millions of
Dollars.

2/ Deaths per 1,000 live births, Calendar Year.




Infant Mortality Rates

1980

Country S .Deaths per 1,000 Births
Sweden 6.7
Japan 7.4
Finland 7.6
" Denmark 8.5
h Norway 8.8
France - 10.0
Canada . 10.9
Spain ‘ 1.
Ireland 11.2
Hong Kong 11.2
Australia . . 11.4
u.s. 12.5
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Senator Bentskn, Today, we will be hearing from two distinguished
-experts in the maternal and child health cave field, Ir, Peter Budetti
of the University of California will discuss the effectiveness of the
medicaid program and Dr. Antoinatte Eaton of Ohio State University
and the Columbus Children's Hospital will discuss the effectiveness
of the MCH block grant program. OQur third scheduled witness, Dr,
Arden Miller, I understand, is in bed with the flu at home in North
Carolina, We wish him a speedy recovery. Which reminds me, I better
get my flu shot,
Dr. Miller had consented for us to release a summary of the study
he was to discuss this morning, which he prepared under the auspices
of the United Nations, I1is study examined the impact of the two most
recent recessions on child health in the United States and found that
the mix of Federal programs for children—including MCH, WIC,
medicaid, childhood immunization, and the CHH program—had a
direct and significant impact on the availability and quality of health
care for this Nation’s children, His study is an important one and I
encourage you to review the summary we have here today.
[ The summary statement of Dr. Miller follows :]
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SUMMARY StATeMENT oF . ArRDEN MiLLER, M.D)., IPROFESSOR AND
CuamneaN, DepArtyeNT oF MATERNAL AND Cuiny HeaLrin, Scnoon
or Pusric Heanrn, UNIvERsiry o NoRTH CARoLINA AT CHArEL HiLL

The Recent Econonic Crisis
and the Health of Children

Sumriary of Funding of a Forthcoming Report Prepared by the Author and
Colieaques for the Unitad Nations Children Fund on Th2 World Econonic
Crisis gna tne Cnildren, lnited States Case Study.

2

o e2xisting Jata systeas are entiralv adequate for reporting on
tre nealth status of children in a timely fashiosn, Long delays in
tné"availability and analysis of data diminish the value of many
national surveys, The development of public policy needs to bHe
informed, not only by periodic surveys, “ut by a continuous
nationg! monitoring process that reports promptly nn  fluctuations
ir h23lth status and on risks affocting childran, This kind of
care®yl 3nd continuous monitoring should relv increasingly on
n2alth outcone measures and on s2ntinel indicators,

‘n sne lnited Statas tne monitoring af children's nealth must
focus on sub-qgrouds such 4as those «ho are disadvantaged for
reasans of povarty, discrimination, or geoqraphic isolation, The
majority of the population in the Uynited States can command
sufficient resources to cushion itsalf against all byt the mast
drastic changes in the Nation'‘s economy. Serious neglects and
hardships for population sub-groups are concealed 5y dealing onlv
with aggregate data. The measures for children's health .eed to
inclyt2 gome that wili have meaning to relatively small groups of
children over short time spans, Recommendations have been made
for such m2asures in other publications,

fasle evidence exists that children living in poverty suffer
adverse health consequences and that the proportion of children
1iving 1in poverty in the United States has increased steadily
since 1975 and dramatically since 1081, Every fifth child in the
Jnived States lives 1in a poverty leve! nausehnld, Two trands
account for the large and growing rumber of children 1in  poverty.
Tha €irst is the high unemploymnent rate and tne second is the
greas increase in the oroportion of hauseholds that are headed by
wWomen, This circunstance has heen callad the "feminization” of
poverty; it dranatically affects tha well-heing of dependent
chilaren,

M5¢t  measures of health status and health risks for children show
steady improvements tnroughout the 1979s, This improvement 15
remarkable in view of trne seriouys racession of 1274.78 .uth
une 1ployment rates that rivaled those of 19%1-82, and all th2 more
remarkablie because of the increasing praportion of children living
11 poverty after 1975, The avarlable measures of health status
an4 risks to children aspeared to imarove 1in spite 5f %%wase
adverse econadmic trends,

Thrauqnout  the 19775 tne  axercise of pubiic responsihility for
financing and providing essential services and suypports held
constint  or improved, “any kinds af haaltn Dbenefiss ware
esnecially ctriking during the 1974.75  recessinn, These
C*rounstances  sgggest that tne puhlic supnorts 3nd servizes had a

'::’:0!? .'n‘.’."\’. "F_!" h‘n.
l . bivede Liae b ﬂ-vuui.-h'}l’:’ '



a

O

ERIC

Aruitoxt provided by Eic:

cushioning effect that mitigated against the adversities of
unemployment and ~'impoverishment, protecting children from the
worst effects of a serious temporary recession and of increasing
poverty, This cushioning effect, important as it was, did not
cover the full scope of children's h2alth needs.

0, Tne health status and risks for c¢hildren since 19%1 apoear to be
adversely affected, More time will be required for the
accumulation and reporting of definitive data, hut sufficient
reports are available to lead reasonable nolicy makers to the
inescapable conclusion that the health of children, oregnant women
and poor families is suffering and in great jenpardy.

0 Tne adverse effcctsa on children's health since 1991 nuyst he
attributed to a combination of circumstances that include Sserious
recession, increased opoverty rates for households with children,
and diminished health benefits and social support services,
Earlier trends confirm that the public health and social programs
were in fact working and that their withdrawal in the face of
deepening economic recession subjected children to preventable
risks to their health and well.being, These findings confirm that
the health status of children is influenced by interdependent and
interlocking factors that include economic well-being, access to
health care and social supports,

0 Tnese findiigs suggest that when either local or widespread
economic reversals are anticipated, health services and sncial.
supports for children need to be expanded rather than contracted,
Wwhen viewed against the magnitude of tots goveramaent
expenditures, and the great afflyence qf the lUnited States, evan
in the face of recession. s> ceasonable claim can bhe made that
expenditures for children's programs contribute meaningfully to
recession, or that withdrawing funds from the programs relieves
recession,

The public opolicies and programs that protect pregnant women, infants and
cnildren from the devastating effects of recession and high unamployment
rates are well known., The eaffactiveness of these measures has b2en
demonstrated, They require expansion and reinforcement at all times, but
=05t pirticularly at times of economic reversal,
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Senator BentseN. Dr. Eaton, Dr. Budetti, I want to thank you
for coming to Washington and seeing this city in its full fall glory.
T am pleased to hear from both of you. We will begin with Dr. Eaton
who will discuss the MCH and its predecessor, the old title V
programs, ¢

STATEMENT OF ANTOINETTE PARISI EATON, M.D., PROFESSOR OF
PEDIATRICS AND PREVENTIVE MEDICINE, OHIO STATE UNIVER-
SITY, AND ASSOCIATE MEDICAL DIRECTOR, AMBULATORY SERV-
ICES, COLUMBUS CHILDREN’S HOSPITAL

. Dr. Eartox. Mr. Vice Chairman, I am delighted that I have been
given an opportunity to appear before the Joint Economic Committee
to testify concerning the effectiveness of the title V maternal and child
health block grant—MCH block grant—programs and their cost bene-
fits. I bring several different perspectives to this task.

_From 1974 until 1980 I was chief of the Division of Maternal and
Child Health of the Ohio Department of Health which is responsible
for the administration at the State level of the MCH block grant pro-

- graws, I am currently professor of pediatrics and preventive medicine

at Ohio State University and associate medical director, ambulatory
services, at Columbus Children’s Hospital.

I am also chairman of the Ohio Chapter of the American- Academy
of Pediatrics; chairman of the Academy’s National Committce on
Community Health Services; and chairman of the Academy’s Project
Advisory Committee for the United States-Mexico Border project.

I would like to submit my prepared statement for the record and I
would like to briefly summarize the rest of my testimony at this time,

Title V of the Social Security Act was originally enacted in 1935
and provided Federal grants in aid to the State for a maternal and
child health program and a crippled children’s program, as well as
Federal discretionary funding of special demonstration and training
Projects of regional and national significance.

The maternal and child health block grant legislation enacted in
1981 consolidated these programs with other maternal and child health
programs under title {; It should be noted that the title V MCH
block programs and the title XIX medicaid program are complemen-
tary although the funding for the former is very small as compared
with the funding for the latter.

As you are well aware, medicaid is & medical insurance program
whicli ereated a reimbursement mechanism designed to permit finaneial
access in health eave by low-income individuals including mothers and
children, and the Federal Government reimburses States for a propor-
tion of medical care expenditures for individuals on public welfare,
althongh States can elect to cover under a medically needy program
the medically needy who arve not receiving public welfare but whose
income in relation to medical care needs 1s low enough to require
assistanee,

In contrast, title V MCH block grant is. in essence, a Federal grant-
in-aid publie health program with a broad intent of promoting the
health of all mothers and ¢hildren including handicapped children.
The title V MCII programs have the mandate of planning and devel-
oping a system of health care for mothers and children; assessing the”

1<
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health care needs of this population; and targeting resource in accord-
ance with those needs.

'I'hey are responsible for introducing innovative and optimal
methods of health care into the system for mothers and children, and
evolve standards with respect to the quality of medical services pro-
vided to mothers and children,

‘I'hus, the title V programs have played an important role in the
development of an infrastructure within whiehr health care providers
furnish care to title XIX-eligible pregnant women and children,

Furthermore, title XIX program cligibility requirements are suffi-
ciently stringent so as to exclude significant proportions of the popu-
lation of mothers and ehildren who are in need of health services, but
lack the financial resources to obtain these services or who are at the
greatest risk 10 bad fiealth outeonles, or both,

And the title V programs provide services to a substantial munber
of such mothers and children. For example, the title V programs are
the primary source of services for the so-called working poor mothers
and childven who have lost private health insurance due to family
unemployment but who are not eligible for the title XUX programs.

Still another example is the coverage of title V programs of handi-
capped and chronically ill children from families who would not be
otherwise classified as low income and are ineligible for title XIX
coverage, but who lack the financial resources to pay for the often very
costly eare such children require,

‘Turning to the impact of title V maternal and child health block
programs, 1 wish to state at the outset my appreciation to the National
Maternal and Child Health Resource Center which furnished me with
materials regarding the impact of the MCH block grant programs
and assisted me in the preparation of my testimony.

All States utilize formula funds recerved under title V- MCII block
grant programs to provide a variety of services for pregnant women
and infants which generally include prenatal care, hospitalization for
high risk pregnant women, postnatal clinies and neonatal intensive
care for high risk infants.

The State title ¥V MCH programs have had and continue to have
as a high priority better prenatal care for pregnant women. Without
prenatal care, a pregnant woman is more likely to have a low-birth-
weight child, which 1s the most important predictor of death or illness.

Senator Bentsex. We will have a low what ? I did not hear that,

Dr. Earox. Without prenatal care, a pregnant woman is more likely
to have a low-birthweight child, which is the most important predictor
of death or illness in early infancy,

An excellent illustration of the effeetiveness of comprehensive pre-
natal care furnished through projects supportad with title V- MCH
block grant funds are the inaternai and infant cave projects, the so-
called MIC project, which are targeted to low-income pregnant women
and infants in particularly underserved areas of the State which have
been the subjeet of several evaluations,

The largest and most methodically sound published studies of the
effectiveness of an MIC project is the study of effectiveness of prenatal
support services provided by the Cleveland, Ohio, MIC project which
was supported with title V funds,

14
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This study was conducted by Dr. Sokol, et al,, at the Cleveland

- Metropolitan ‘General Hospital, In this study, the outcomes of preg-

nancy for both the mother and infant of MIC project patients were
compared with the outcomes of pregnancy for a comparable risk popu-
lation of pregnant women in Cleveland who did not receive prenatal
care through the project.

The results of this study indicate that the MIC project patients
oxperienced 60 percent lower perinatal mortality than the control
groups, Both groups were patients in the same hospital and were
delivered by the same doctors The inherent difference between the
groups was that one group received prenatal and some other services
through the MIC project, and the other group received routine care
from the city clinic of the same hospital.

While there are very few studies on the cost benefits of comprehen-
sive prenatal care of the sort offered by MIC projects and similar
projects, the data that are available are very encouraging. Perhaps the
cost extensive and sophisticated study of the cost benefit of this kind of
project is an evaluation of the California obstetrical access project
presently being conducted by the Institute for Iealth Policy Studies
at the California Department of Health,

The California OB access project, which was supported with title V
formula funds, was a pilot project operating from and providing
comprehiensive prenatal care in several different geographical areas
with several diffc rent service delivery mechanisms,

This study, thus far, has compared the pregnancy outcomes of
pregnant women in the OB access project from 1979 to 1982, with an
equal number of matched control pregnant women enrvolled in the
California title XIX medicaid program, Medi-Cal,

The study found that OB access patients had fewer lower birth-
weight badies than the medicaid enrollees. California has approxi-
mately 110,000 births to low-income women per year and if al]l these
wonien had aceess to the type of comprehensive prenatal care furnished
by the OB access project the preliminary results of the study indicate
that %40 mitlion in savings would acerue to the State because aceess to
this care would produce a reduction in low-birthweight babies which
would, in turn, decrease in needed hospitalization of such babies
through the first year of life,

Morcover, there would be additional savings due to the fact that
there would be a lower incidence of severe developmental delay which
would, in turn, reduce the institutionalization of children with severe
development delay associated with low birthweight,

In addition to the already deseribed studies, there are other studies
which demonstrate the cost effectiveness of title V MCIH bloek grant
prograns which provide services to pregnant women and infants.
Suflice it to say that T believe it has been documented that these pro-
grams have been highly successful,

The programs consolidated in the MCIH block grant have also made
possible a wide variety of programs which provide primary health
care for children,

The immunization of children against infections dizeases, which ean
cause permanent disability, and in some cases death, constitutes one
of the greatest successes of federally funded State child health serv-

14
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ices and large-scale immiunization campaigns have virtually elimi-
nated smallpox and led to marked dechines in the incidence of diph-
theria, measles, whooping cough, polio, rubella, and tetanus. Title
V MCIiL moneys have been widely used by rates to fund the im-
munization activities of public health nurses, ,

One of the best illustrations of the beneticial impact of the MCH
block grant programs which deliver health care to children are the
children and youth projects which are targeted to low-income children
in underserved areas. 1n my own Stete of Ohio there are two C&Y
projects, one in Columbus and one in Dayton, and 1 am currently
directly involved in the planning and adiimistration of the Colunibus
project.

A good example of an evaluation of cost benefits of C&Y projects
is furnished by an evaluation of the New York City C&Y projects.
For example, New York City at the present time has seven C&Y
projects which provide comprehensive preventive diagnostic and
treatment services for low-income children rather than fragmented
health services for episodic illnesses.

The effectiveness and cost benetits of these projects is demonstrated
by the fact that children enrolled in the C&Y projects have fewer
hospitalizations and lower pharmacy costs than medicaid-eligible
children in New York City as a whole using traditional health serv-
ires. In 1980, the C&Y children had a 30-pereent lower hospitaliza-
tion rate than medicaid-eligible children in New York City as a whole,
and the pharmacy costs for the C&Y patients were one-quarter of
those for medicaid-eligible chil’ren in New York City as a whole,

In 1980, the New York City C&Y project, together with the mater-
nity and infant eare project, had annual savings of approximately $21
million plus in two selected areas alone and prevvntmwlmspitulizutions
and lower pharmacy costs. In 1980 these projects received approxi-
mately $1114 million in title V funds. Thus, the 1980 cost savings
realized by these projects were twice the amount of the title V funding
allocated to them,

Several of the programs consolidated in the MCH block grant, such
as the State crippled children’s programs and the State supplemental
security income for blind and disabled childven programs, provide or
assist 1n the provision of services for children with handicapping
conditions, life-threatening or chronic diseases, and mentally 1etarded
childven, Tn addition, there are several programs—such as the pedi-
atric pulmonary centers, the university-aflilinted programs for the
developmentally disabled, and the hemophilia programs—which are
1 major souree of services for handicapped chranically ill and men-
tallv retarded children,

Probablv the most extensive study of the impact of a program sup-
ported with MCIT block grant funds is that involving a 5-vear study
of outcomes of comprehensive hemophilia diagnostic and treatment
conter programs. The regional hemophilia centers provided state of
the art comprehensive sorvices ineluding not only medieal, dental,
and orthopedie eare, but alzo psvehosocial and vocational counseling
furnished by multidiceiplinary teams,

Prior to the establishmii. of these centers, eare received by hemo-
philiacs tended not to be comprehensive and was often uncoordinated.

lo
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A dovear study of the outeomes of 11 of the centers provided dramatic
evidence of their effectiveness.

Thus, these centers have resulted in the reduction of the average
number of davs spent by hemophiliacs in the hospital each year, a
reduction in the number of days lost to school and to work each year,
and a reduction in their unemployment,

The cost benefits of the hiemophilia centers ave also dramatie. Studies
have documented a 62-percent reduction in total health care costs per
patient, That is, $15 800 per year in 1975 to £5,932 in 1981, This repre-
sents an annualized savings of $93.7 million?

This savings was achieved by a program that cost the Federal Gov-
ernment $2.6 miilion during fiscal year 1983,

Just as the hemophilia centers have had a beneficial impact, other
title V- MCH block grant programs for the handicapped. ciironically
ill and mentally vetarded children have been effective in prolonging
their lifespan, decreasing their hospitalization, and improving their
overall ability to funetion at home and school.

Among the programs consolidated in the MCH block grant was
the genetic disenses program. The genetics projects have been the
source of newborn screening programs in many States under which
infants are sereened for various genetic diseases.

In addition, there ave n number of genetics projects supported with
MCII block grant funds which provide genetic counseling to families
with potential problems and provide genetic education and training
to professionals in the health field and related fields. )

The geneties projects T can say personally have been very success-
ful, For example, newborn programs, screening programs have pro-
vided a low-cost sereening and testing for infants with phenylketo-
nuria for whom a dietary change will mean the difference between
normal functioning and mental retardation.

A 1977 General Aceounting Oftice report to Congress found that the
cost of séreening at birth plus early treatment for seven common dis-
orders was less than one-eighth the projected cost of caring for an im-
paired child over a iifetime.

In sununary, programs supported with Federal MCI block grant |
funds ave highly effeetive and have very real cost benefjts, T would like
to stress, however, that while these programs have done much to im-
prove the health status of mothers and children. including handi-
capped children, mueh remains to be done.,

Unfortunately the limited Federal funding which is currently avail-
able for these programs has meant that they must strnggle to fulfill
their mandate to promote the health status of mothers and children,
and that they cannot assist many mothers and children in need of
services to obtain such serviees.

I would like to end on a personal note by expressing to you my most
sincere thanks for vour interest and support, and your efforts on hehalf
of mothers and childven: and T say this on a personal level, perhaps,
more than a professional one since I am the mother of four children.
Thank you.

[‘The prepared statement of Dr. Eaton follows:]
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Preparep StareMENT OF ANTOINETTE Parisi Eaton, M.D.
Mr. Chairman, I am delighted that I have been given an opportunity

to appear before the Joine Economic Committee to testify concerning the

~ effectiveness of the Title V Maternal and Child Health Block Grant (MCH

O
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Block Grant) programs and their cost benafits, I bring several

different perspectives to this task. From 1974 until 1980 1 was Chief

,0f the Division of Maternal and Child Health of the Ohio Department of

Health which is responsible for the administration at the state level ox
the MCH Block Grant programs. 1 am currently Professor of Pediatrics
and Preventive Medicine at Ohio State University and Associate Medical
Director, Ambulatory Services, at Columbus Children's Hospital. I am
also Chair of the Ohioc Chapter of the American Academy of Pediatrics,
Chair of che Academic National Committee on bommunity Health Services,
and Chair of the Academy's Project Advisory Comm%;:ee for the United
States-Mexico Border Project,

BACKGROUND

Title V of the Social Security Act was originally eracted in 1935
and provided federal grants-in-aid to the states for a maternal and
child health program and a crippled children's program, as well as
federal discretionary funding cf special demonstration and training
projects of regional and national significance. The Maternal and child
Health Block Grant legislation, enacted in 1981, consolidated these

programs with other maternal and child health programs under Title V.
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It should be noted that the Title V MCH Block programs and the
Title X1X Medicaid program are complementary, although the funding of
the former is very small as compared with the funding for the latter,
As you are well aware, Medicaid is a medical insurance program which
created a reimbursement mechanism designed to permit financial access
and health care by low-income individuals including mothers and
children, and the federal government reimburses states for a proportion
of medical care expenditures for individuals on public welfare, although
states can elect to cover under a Medicaid medically needy program the
medically needy who are not receiving public welfare, but whnse {ncome
in relation to medical care needs is low enough to require assistance.

In contrast, Title V MCH Block Grant is in essence a federal
grant-in-aid public health program with the broad intent of promoting
the healt! of all mothers and children including handicapped children.
The Title V MCH programs have the mandate of planning and developing a
system of health care for motherg end children, perform the function of
assessing the health care needs of mothers aid children and targeting
resources in accordance with those needs, and introduce innovative and

. optimal methods of health care into the s 'stem of health care for
mothers and children. Thus, the Title V programs have played an
important role in the development of an infra-structure w'thin which
health care providers furnish care to Title XIY eligible pregnant women
and children. In addicion, the Title V programs have evolved standards
with respect to the qualitf of medical services provided mothers aqg
children which not only govern the provision of these services in Title
V programs, but also can serve as a reference point for the Title XIX

programs.
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Moreover, Title XIX program eligibilicy requirements are
sufficiently stringent so as to exclude significant proportions of the
population of mothers and children who are in need of health services,
but lack the financial resources to obtain these services, or who are at
the greatest risk for bad health outcomes or both, and the Title V
Programs provide gervices to a substantial number of such mothers and
children, For example, the Title V programs are the pritary source of
Services for the so-called working poor who are not eligible for the
Title XIX programs. Another example is the covarage of the Title V
programs of many mothers and children who have lost private health
coverage due to family unemployment, but who are not eligible for the
Title XIX prograre. Still another example is the coveragé of Title V
programs of handicapped and chronically 111 children from families who
would not be classified as low-income and are 1ne1131b1e for Title XIX
Coverage, but who lack the financial resources to pay for the often very °
costly :are such children require,

Furthermore, the Title XIX Medicaid program has tended to emphasize
acute care services which are hospital-based, although the Medicaid
Early Periodic, Screening, Diagnosi: and Treatment (EPSDT) program is
aimed at ensuring that Medicaid eligible children receive preventive

" care, However, the traditional focus of many of the MCH Block Grant
programs has been the improvement of preventive care, and these programs
have been heavily involved in nulti-disciplinary support services and
outreach,

Finally, it should be noted that Title V MCH Block Grant programs
have & scries of interrelationships with not only the Title XIX
Medicaid, but also other federal programs, and the Title V MCH Block

Grant programs are complementary to the Women, Infants and Children
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Nutrition (WIC) program, the Title X Family Planning program, the .

Developmental Disabilities program and fedérally supported special

education programs.

IMPACT OF MATERNAL AND CHILD BLOCK GRANT PROGRAMS
‘ J
Turning to the impact of Title V MCH Block Grant programs, I wish
to stale at the outset my appreciation to the National Maternal and
Child Health Resource Center which furnished me with materials regarding
the impact of the MCH Block Grant Programs and assisted me 'in the
preparation of this:testimony.

Impact of Title V MCH Block Grant Services for Pregnant Women and

Newborns

All states utilize formula funds received -under Title ¥V MCH Block
Grant programs to provide a variety of services fof pregnant women and
infants which generally include prenatal clinics, hospitalization for
high risk pregnant women, postnatal clinics and neonatal intensive care
for high risk infansa. The state Title V MCH programs have had and
continue to have as a high priority better prenatal service for pregnant
women, The lack of adequate prenatal care is closely associated with
increased stillbirths, increased prematurity rates and 1ncfeased rewborn
mortality and morbidity., Without prenatal care, a pregnant woman is ’
more likely to have a low birth weight child which is tlie most important
predictor of death or illness in early infancy.

A landmark study of all births in New York City in 1968 showed that
death rates of infants born to mothers in each of several categories of
risk were lowest among infants whose mothers had adequate prenatal care,

slightly higher if their mothers had intermediate care and the highest
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if the mothers had inadequate care. Mothers who bdgén their érena:al
care in the first eleven weeks of pregnancy and had at least nine visits
had an infant mortality rate of 6,0 per 1,000, compared to a rate more
than 3 times as high (19,0 per 1.600) for ‘women who delayed their first
visit uncif the 28th week or later and had fewer than 5 visits. The
researchers concluded that "generally, adequacy of care . . . is
strongly and conaistently associated with infant birth weight and
survival, an association that is pronounced throughout the entire first
year of life."

An excellent illustration of the effectiveness of comprehensive
prenatal care furnished through projects supported with Title V MCH
Block Grant funds are the "maternal and infant" care p:ojec:s (MIC
projects) which are targeted to low-income pregnant women and infants in

- particularly underserved areas of the state. The MIC projects and
projects utilizing the MIC model have been the subject of several
evaluations.

The largest and most methodically sound published study of the
effectiveness of a MIC project is a study of effectiveness of prenatal
support service provided by the Cleveland, Ohio MIC Project, which was
supported with Title V funds. This study was conducted by Doctor Sokol,
et. al, at the Cleveland Metropolitan General Hospital. Since I was
Chief of the MCH Division of the Ohio Department of Health, 1 was
directly involved in the adminisiration and development of this project.
and I, of course, am fomiliar with the study.

In this study the outconcs of pregn.ncy (for both the mother and
infant) of MIC project patients were compared wirh the ouccomes of
pregnancy for a comparable risk population of pregnant women in

Cleveland who did not receive prenatal care through the project.
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Results of this study indicate that the MIC Project patients experienced
602 lower perinatal mortality than the control groups, Both groups were
patient; in the same hospital and were delivered by the same doctors.
The inherant difference between the groups was that one group received
prenatal and some other services through the MIC project and the other
group received routine care from the city clinic of the hospital.

While there are very few studies on the cost benefits of
comprebensive prenatal care of the sort offered by MIC projects and
similar projects, the data that are available are ver& encouraging.
Perhaps the most extensive and sophisticated study of the cost benefits
of this kind of project is an evaluation of the California Obstetrical
Access Proiect presently being conducted by the Institute for Health
Policy Studies for the California Department of Health Services. The
California OB Access Project which was supported with Title V MCH
formula funds, was a pilot project -operating from 1979-1982 and
providing comprehensive prenatal care, including health services,
nutrition counselling and psycho-social counselling, some delivery care,
and some post-partum care in several different geographical areas
utilizing several different service delivery mechanisms.

The aforementioned study has thus far compared the pregnancy
outcomes of pregnant women in the OB Access project from 1979-82 with an
equal number of matched control pregnant women enrolled in the
California Title XIX Medicaid program (Medi-Cal), The study found that
the low birt: weight rate for the OB Access patients was 4,.52%; whereas
the Jow birth weight rate of the Medicaid enrollees was 7.19%, With the
observed improvement of the low bfrth weight distribution, there would
be a decreased incidence of the need for neonatal inrtensive care and

rehospitalization for newborns among OB Access patients. Likewise, with
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the observed improvement of the low birth weight distribution, there
would be a decreased incidence of children with severe developmental
delay, which would in turn produce a reduction in the
institutionalization of children with severe developmental delay.

The preliminary results of the study indicate that for every dollar
spent on the California OB Acciss project, at least $4.20 to $5.80 are
saved due to decreased cost for hospitalization of low birth weight
babies during the first year of life and the decreased cost of
institutionalization for low birth babies who as children suffer from
severe development delay. California has approximately 110,000 births
to low-income women per year, and if all these women had access to the
type of comprehensive prenatal care furnished by the OB Access Project,
it is estimated that 349 million dollars in savings would accrue to the
state because access to this care would produce a reduction in low birth
babies which would in turn pHoduce a decrease in needed hospitalization
of such babies through the first year of life, Moreover, there would be
additional savings due to the fact that there would be a lower incidence
of severe developmental delay associated with low birth weight.

In addition to the already described studies, there are other
studies which demonstrate the cost-effectivenes of Titl: V MCH Block
Crant programs which provide services to pregnant women and infants.
Suffice it to say that I believe it has been documented that these

programs have been highly successful.

Impact of MCH Bloeck Grhnt Services for Cl.ildren

The programs consolidated in the MCH Block Grant have also made

possible a wide variety of prugrams which provide primary health care
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for children., According to the Report of a Select Pﬁnel to Promote
Child Health, the value of comprehensive health care for children in
laying a basis for lifalong health "is clear," and children are uniquely
fortunate in the range of preventive services available to them.

The immunization of children againast infectious diseases, which can
cause permanent disability and in some cases death, constitutes one of
the greatest successes of federally funded state child health services,

and large~scale immunization campaigns have virtu#lly eliminated

smallpox and led to marked declines in the incidence of diphtheria,
measles, whooping cough, polio, rubella and tetanus. Title V MCH monies
have been widely used by states to fund the immunization activities of
public health nurses.

One of the best illustrations of the beneficial impact _f the MEH
Block Grant programs which deliver health care to children are the
Children and Youth Projects (C&Y Proiects), which are targeted to
iow-{ncome children in underserved areas. In my own state of Ohio there
are two C&Y projects, one in Columbus and one in Dayton, and 1 am
currently directly involved in the planning and administration of the
Columbus project. '

A good example of an evaluation of cost benefits ot C&Y projects is
furnished by an evaluation of the New York City C&Y projects. For
example, New York City at the present time has seven C&Y projects which
provide comprehensive, preventive diagnostic and treatment services for
low-income children rather than fragmented health services for episodic
illnesses. In 1980 approximately »>.% of the patients had i{ncomes less

than or equal to 150% of the tederal poverty level and 40% were Medicaid

eligible.
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The effectiveness and cost benefits of these projects is

. demonstrated by the fact that children enrolled in the C&Y prc,ects have
fewer hospitalizations and lower pharﬁacy cost; than Medicaid-eligible |
children in New York City as . whole using traditional health services.
In 1980, the C&Y children had a 30% lower hbspitalizatlon rate than
Medicaid-eligible children in New York City as a whole, and the total
cost of providing services to a child in a C&Y for one year is
approximately the cos; of one day's hospitalization through Medicaid.
The pharmacy costs for C4Y patients were one-quarter of th;se for
Medicaid-eligible children in New York City as a whole.

In 1980 the New York City C&Y projects together with the Maternity
and Infant Care project had annual savings of approximately $21,352,384
in two selected areas alrne —— and prevented hospitalizations and lower
pharmacy costs, In 1980 theses projects received $11,660,18] in Title V

funds., Thus, the 1980 cost savings realized by these projects were

twice the amount of the Title V funding allocated to them.

lupact of MCH Block Grant Services for Handicapped Children

Several of the programs consolidated in the MCH Block Grant, such
as the State Crippled Children's (CC) programs and the State
Supplemental Security Income for Blind and Disabled Children (S51)
programs provide or assist in the provision of services for children
with handicapping conditions, life-threatening or chronic diseases and
mentally retaided children. And all states allocate a significant
amount of the formula funds they receive under the MCH Block Grant to
these programs. In addition, there are several programs such as the

pediatric pulmonary centers, the universally affiliated érograms for the
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developmentally disabled and the hemophilia programs which are a major
source of services for handicapped, chrgnically ill and mentally
- retarded children, .

Such ¢hildren oftef requlre highly specialized health care as well
as other services such as special education services and social
services, Furthermore, the care which such children require often
involves professionals from many disciplin;s and is quite expensive
because of its specialized nature.

Probably the most extensive study of the impact of a. program
supported with MCH Block Grant funds is that involving a five-year study
of outcomes of comprehensive hemophilia diagnostic and treatmen% center
programs, In 1975, Congross established the comprehensive hemophilia
diagnostié and treatment program to establish regional hemophilia
centers and affiliates., In 1981 this program was consolidated with '
other programs in the MCH Block Grant and was made eligible for funding
with the 10-15% of the federal appropriation set-~aside for discretionary
funding of projects of ragional and national significance.

The regional hemophilia centers provide state of the art
comprehensive diagnostic and treatment services, including not only
medical, dental and orthopedic care, but also psycho-social and
vocational counseling furnished by multi-disciplinary teams. Prior to
the establishment of these centers, care received by hemophiliacs tended
not to be comprehensive and was often uncoordinated.

A five-year study of the outcomes of eleven of the centers provided
dramatic evidence of their effectiveness. Between 1375 and 198l the

following occurred:
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- The number of patients served by the centers more than tripled
and more than two-thirds of the patients can treat themselves
when nceded. :

- The average number of days spent by these patiants in the
hospital per year was reduced from 9.4 days to 1.8 days.

- The number of days lost to work .or school each year because of
bleeding decreased four-fold.

- Unemployment decreased from 36% of the patients during the
year prior to federal funding of these centers to 13% and as
low as 4.52 in New England.

- The number of patients with third-party coverage increased .
from 74% to 93%,

- The out-of-pocket expenses per patient per year have decrecased

from $850.00 to $340.00 per year.

The cosf—benefits of the hemophilia centers are also dramatic.
Studies have documented a 62% reduction in total health care costs per
patient ($15,800 per year in 1975 to $5,932 in 1981). This represents
an annual savings of $93.7 million dollars, This saving was achieved by
a program that cost the federal government $2.6 million dollars during
FY 1983,

Just as the hemophilia centers have had a beneficial impact, other
Title V MCH Block Grant programs for handicapped, chronically ill and
mentally retarded children have been effective in prolonging their .ife
span, decrcasing their hospitalization, and improving their overall
ability to function at home and school, Moreover, just as the

hemophilia centers have very real cost benefits, other Title V Block
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Grant *programs for handicapped, chronically 111 and mentally retarded

children have produced cost savings.

Genetic Services for Families

Among the programs consolidated in the MCH Block Grant was the
Genetic Diseases Program. Under this program the Federal Division of
Maternal and Child Health has made discretionary grants for genetics
projects. These projects have been the source of newborn screening
programs in many states under which infants are screened for various
genetic diseases. In addition, there are a number of genetics projects
supported with MCH Block Grant funds which provide genetic counseling to
families with genetic problems or potential problems and provide genetic
education and training to professionals in the health field and related
flelds. MCH Block Grant programs providing genetics services furnish a
link between the MCH Block Grant Programs dealing with maternal and
child health services and the MCH Block programs dealing with health
services for handicapped, chronically ill and mentally retarded
children, because if genetic services can be incorporated into the
primary health care of mothers and children, many handicapping
conditions from which children suffer could be prevented.

For example, newborn Screening programs result in the
identification of genetic diseases which if undetected and improperly
managed can lead to mental retardation and other handicapping
conditions. Thus, newborn screening programs have provided low-cost
screening tests for infanes with phenylketonuria (PKU) for whor a

‘ dietary change will mean the diffeience between ncrmal functioning and

mental retardation. Screening tests for congenital hypothyroidism have
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similarly been successful and cost-eflective. A 1977 General Accounting
uifice Report to Congress found that the cost of screening at birth plus
early treatment for seven common disorders was less than one~eighth the

projected cost of caring for an impaired child over a lifetime.
SUMMARY

In summarvy, programs supported with federal MCH Block Grant funds
are highly effective and have very real cost benefits. I would like to
stress, however, that while these programs have done much tc improve the
health status of mothers and children, including handicapped children,
much remains to be done. Unfortunately the limited federal funding
which is currently available for these programs has meant that they must
struggle to fulfill their mandate to promote the health status of
mothers and children and that they cannot assist many mothers and

children {n need of services to obtain such services.
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" tures in this area. It ought to impress even a Davi

.and also, like Dr, Eaton, T am gratified that you
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Senator BentsiN, Thank you very much, Dr, Eaton. -

As 1 was listening to your testimony, I could not help but think that
even if a person had absolutely no emotions, no personal involvement
with these children—even if they had not personally experienced
some of these problems in their own family—that just by looking at the
studies you cite, an overwhelming case exists in support of the expendi-

3 Stockman.

Dr. Eaton. Let us hope so.

Senator BeNTseN. But you know there is much more to the story
than just some numbers. You are talking about lifetime handicaps
that come from inadequate prenatal care or childhood immunizations.

What we have to remember here is that as we try to shrink these
runaway deficits, one of the priorities has to be to maintain our invest- °
ment in human assets and what they mean to a productive country in
the years to come,

1 apll))reciate vour testimony. I have some questions I want to ask you
later, but at this point I would like to proceed with Dr. Budetti, if
you would give us your testimony, please.

STATEMENT OF PETER P. BUDETTI, M.D., J.D.,, ASSOCIATE PRO-
FESSOR OF SOCIAL MEDICINE IN PEDIATRICS, INSTITUTE FOR
HEALTH POLICY STUDIES AND DEPARTMENT OF PEDIATRICS,
SCHOOL OF MEDICINE, UNIVERSITY OF CALIFORNIA, SAN FRAN-
CISCO

Dr. Bovertn. Thank you very much, Senstor Bentsen, And, like Dr.

Faton, Lam pleased to be here to be able to share my thoughts with you

F\a\'e recognized the

importance of these issues, the importance of addressing child health

problems, and that you have chosen to devote so much of your own
time and efforts to the solution of these problems.

Far too often we hear the question raised: “Why should we even
worry about children ?” Now, to many people, particularly those of us
with firsthand experience in the dehvery of health care, the reasons
for special concern for children are self-evident : to insure that we can
relieve pain and suffering, avoid unnecessary deaths, and help all
children achieve their maximum potential.

But as vou pointed out just a minute ago, beyond those arguments
there is a very real argument that child health is a social investment
and also, as vou pointed out earlier. children are vulnerable politically
and need adults to speak for them,

Finally, as Dr, Eaton just touched upon, there is a need for special-
ized health services that, in many cases, are as unique ‘as the children
they treat. In terms of the societal value of healthy children, health
is very important in determining both the kinds of schools children
can attend and their performance in school.

Poor health seriously affect their ability to work in the future, a
particularly important societal value. As the Nation has more older
people, we will need more productivity from all of our younger people
and the healthier they are, the more productive they are likely to be,

In terms of political vulnerabilitv, T think we have all seen many
implications in the health care field. One of the most important ele-
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ments is that we have evolved a health care system based on employ-
nient for adults and on medical care for the aging ; and, therefore, we
have a system that is not targeted specifically toward children’s needs.

So it is not surprising that we have more incentivesto provide highly
technical services for adults and long-term care for the aged than pre-
ventive and primary care services for children.

Finally, on the question of specialized liealth services, we all know
of, and of course we are very grateful for, the gains that have been
made in child healtli in recent years. It is remarkable that most chil-
dren are quite healthy and need principally preventive and acute care.
. But some groups of children are very sick. We are going to be talk-
Ing about the poor children, in particular, There ave also children
whom you remarked on, the relatively small proportion of children
with chronic handicapping conditions that require a large amount
of highly specialized health care, and it is iniportant to remember that
we cannot treat those ~hildren medically as small adults, We are talk-
ing about children with afilictions such as extreme prematurity, spinal
bifida, cystic fibrosis, metabolic diseases, physical handicaps, and a
myriad of other serious chronic health conditions.

These conditions are very rare, Each of them requires unusual medi-
cal expertise, Taken together, children with these kinds of conditions
are only a small fraction of all children, but. they require virtually a

‘third of all health care resources consumed by children.

So I believe that there are compelling reasons to be concerned about
children,

Thinking about the second question: Why worry about poor chil-
dren? T think there is a very simple answer: Poor children are sicker
and poor children are dependent on public programs for health care.

Illness is niore common among poor children and, even more strik- -
ingly, is more severe when it occurs. Clinical and epidemiological
studies indicate that poor children are twice as likely to be born at
low birthweight, twice as likely to contract illnesses such as bacterial
meningitis, three to four times as likely to lnck indicated immuniza-
tions in the preschool period. two to three times as likely to contract
illnesses such as rheumatic fever, two to three times as likely to have
iron defieiency aneniin, two to three times as likely to have henring
problems, 50 percent more likely to have uncorrected vision difliculties,
nine times as likely to have elevated blood lead levels, and T3 percent
mote likely to be admitted to a hospital in a year, This long list of
problems keeps children restricted to hospitals and causes them to lose
days at school. Mortality rates, not just illness rates, are much higher
among poor children, That includes the newborn period, the first year
of life, in early childhood as well ax in later childhood. Poor children
die more often from aceidents, from conditions such as leukemia and
prenatal problems, and they suffer from a variety of other afflictions
likely to increase mortality rates throughout chiidhood,

Another serious dimension to the association between low-income re-
ported health in ehildhood is that the mumbers of poor children are in-
creasing, reversing the trend of reeent decades, Throughout the 1960%.
the rate of children under 18 vears living in poverty fell by nearly one-
half, from about 27 pereent in 1959 to what has thus far proved to be
an alltime low of 13.8 in 1969, During the 1970%, the rate fluctuated
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somewhat but generally rose, reaching 18 percent in 1979, Increases
since then have been dramatie: 17.9 percent in 1980: 19.5 percent in
1981 and over 21 percent in 1982, That figure means that sone 1 out
of every 5 children in the United States lives in poverty or some
13.5 million children,

The current situation, I believe, is clear. Poor children are not as
healthy as other children; and every day there are more and more
children living in poverty. Thus there is an urgent need for govern-
ment to prevent, reduce, and treat the health problems of poor
children,

Now, some crities have asserted that health eare may not make much
ditference in health status, Our experience with studies of the impact
of health eare on the health status of children in this country, par-
ticulorly children from low-income families, is quite different. It
indieates that medical care can and does make a difference.

In a recent review of such literature, 26 areas were found that
showed that medical care made kids healthier, Not all the evidence is
serfect, We do not put a lot of money into studies of this kind, but it
1 clear to many of us that the studies are sound enough and conclusive
enough that child health is well benefited by medical ecare programs.

Now, looking at medicaid in particular, it is dramatic how the gaps
in access to care have begun to close. Although disparities still exist,
utilization of health care services by poor children is now about the
same as for nonpoor children,

In 1963, before the enactinent of the medieaid program, differences
in utilization of health care services were great. Only about 52 percent
of the younger children and 41 percent of older children in low-income
families had seen a physician in the previous year compared with 87
pereent and 70 percent respectively in higher income groups.

Since that time, those numbers have been reversed and the numbers
are much closer now. Medicaid has greatly improved access for low-
income children. There are still disparities, particularly in getting
children to have a regular source of care so they know where they are
going for their care and having a regular personal physician to pro-
vide that care,

Programs such as medicaid have not only helped children get to
the doctor and get into the hospital when they need it, they have also
helped improve the health status of those children; and my prepared
statement cites the number of studies that point toward the imnpact
of medicaid on improving the health status of low-income children,

Now, it is important, I think, to remind onrselves that not only can
medicaid make a difference, but also tlat medieaid is overwhelmingly
the most important means for providing health care to poor children.

The Federal Government does not spend many medicaid dollars, but
what it does spend is eritical. The money is a small proportion in
the absolute amount of Federal expenditures, but, it is very important
for children. Medical accounts for 55 percent of publie funds spent
for children. The aged and other groups have other sources of health
insurance, particularly medicare: but low-income children are really
heavily reliant on the mediceaid program,

Recent studies releasod by the Census Burean document the impor-
tance of medicaid for these children, In 1981, if you look at the chil-
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dren who live below the poverty level, two-thirds had only medicaid;
private insurance could be counted on for only 18 percent of these
children. Because many families under the poverty level have no health
insurance—without medicaid—nearly four of five children of these
fanilies would have no health insurance protection whatsoever.

Medicaid unfortunately leaves some gaps. These are gaps that need
to be filled. Medicaid has historically covered fewer than half the
children living below the poverty level. As the number of poor chil-
dren inereaxe in this conntry, we would expect to see a signifieant rise
in the number of medicaid recipients who are ehildren,

Unfortunately. in the last couple yvears, this has not happened and I
believe we will hear testimony later Trom the Children's Defense Fund
citing figures as high as 700,000 v:omen and children removed from
the medicaid health rolls, a consequence of the fact that States control
the finaneial standards for welfare programs. When those standards
are not increased over time, only poor and poorer people are eligible
for medicaid, In addition, the fact that medicaid is limited to ehildren
in certain categories restricts eligibility.

One of the most important and one of the most unfortunate policies,
of course, has been for States to deny coverage for prenatal care to
pregnant women carrying their first child. I believe that the steps that
you and others have taken to undo this unfortunate policy will be very
mmportant beeanse of the high personal and societal costs that resuit
from lack of prenatal care, Clearly there is an associntion between pro-
viding cost-effective prenatal care and reducing the number of low-
birthweight infants whose care is vo expensive.

Another important group of children left ont of the medicaid pro-
gram in many States are the medically needy, such as children from
families in the right categories, but with income categorvies jnst a little
bit too high; even when their families have huge medical bills, they
may not be cligible for medicaid, Twenty States still do not cover
medically needy children as of 1983,

Cuts directly affect other State programs and private expenditures
to health care as well,

Dr. Eaton mentioned the Crippled Children’s Services [CCS]. For
many vears they have been able to target their funds on ambulatory
services and on speeialized services because many of the CCS children
were also eligible for medicaid. But as medicaid is ent back. the CCS
programs may well have to devote an increasing share of their budgets
to the in-hospital care once funded by the medicaid program, thus se-
verely restricting their ability to deliver the specialized and cost-effec-
tive services that Dr. Eaton referred to.

Private sector medicaid cutbacks in eligibility benefits and payment
levels increase the bad debt levels that hospitals and physicians see
teading to cost shifting to private patients, making in affect, a hidden
tax on emiployers and on =ick people who have health insurance and/or
pay out of their own pockets,

The deleterious effects of medicaid restrictions on children have by
no means all been measured as yvet and many may not appear for vears,
Dr, Miller cites some indications of the ill effects of program entbacks
over the last couple of vears along with the recession. T have some
preliminary results from a study of pediatricians who mainly work
in teaching clinics.
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The study was conducted earlier this year and shows the impact of
medicaid cuts on other programs. Of the nearly 400 pediatricians
who responded, to the survey, two out of three reported a need to cut
back services in their programs because of cuts in public programs;
almost half of the reported reductions were due to problems with
medicaid,

About one-third of those pediatricians reported an increased use of
their-celinies by people who previously sought care elsewhere but now
were unable to pay for care. They also cited a large number of fami-
lies without insurance now unable to afford treatment who had pre-
viously been going somewhere else,

In conclusion, I would like to say that medicaid is by far the most
important program the Federal Government has ever established for
health ere needs of poor children. It has opened the door to care for
many children. Many other poor children—more than half—were
never covered, however, because their numbers are increasing. We
know there are reforms which may be necessary—controls on spend-
ing increases may be necessary—but not ones that deny medical care
to children in poverty.

I strongly support the position of the American Academy of Pedi-
atricians that all children have a right to health care and that children
should be covered by a comprehensive public plan when families are
unable to provide for adequate health financing. This should be the
goal of our country and we shouid move towarﬁ and not away from
meeting that goal. Thank you very much.

[The prepared statement of Dr, Budetti follows:]
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PrepaARep StaTEMENT OF PETER P. Bupkrri, M.D., J.D.

Senator Yentsen 3nd ‘'lembers of the Committee, | an %eter P, Rudetti,
H.n,, J.N0., Associate Professor of Social Madicine in Pndiatrics of the
Institute for Healéh Policy Stuaies(and the Nepartment of Pediatrics of the
University of California, San Francisco. 1 appreciate your idnvitation to
share with you my thoughts about Madicaid and child h=alth, Uhile 1
gratefully acknovledge the contributions of the work of many of -~y
co1ieagues to this statemant, my remirks are nmy own views and 1 do not

purport to speak on behalf of them or the'ljniversity of California,

Hny sarry Ahauyt Children?

To many, particularly those of us who have first-hand exparience in the
delivery of child h=alth se}vices, the reasons for a spacial convern over
child health care are self-svident: to ensure'that our ability to relieve
pain and suffering, avoid unnecessary deaths, and help <zhildren achipvé
their =aximun notential does not decline, Sayond tha level of the
individual child the arguments fall into three hroad cateaories: child
health as a social investment, the political vulnerability of children, an4
the need for specialized health services that in many cases are as uninue

as the children they treat.

There s a clear societal valuz in healthy children, Health is of
imaartance in determining school attendance, paerformance and behavior, and
may seriously affect future employnent,  Thus effarts that imnrove the
health of childran are, in 3 very real sense, a long-tern natianal
1nvestmaznt  that will pay imaortant social dividends, The imnortance of
tnis sncial invesimant will increase as demographic trends change the age

distrihution of the Aqerican papulation so  that thare ill he feyer
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childran ralative to othar age groups ‘the elderly in particular), That
ma2ans. we will need more productivity par young parson, or at least fewar

young p=ople who are nonproductive,

Common  to each of the underlying reasons for promoting child health is
a recognition that children will always he a constituencv in need of proxy

renresantation, Children's issues will always be debated and decided .- or

s
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aven neglected and made worse -- by adults, This political wvulnerability
nf cnild issues has several important ramifications with ragard to health

and h2alth care policy. :

Unlike mast other industrialized countries, the llnited States has had
10 cansistent, long-term national child health policy, and no major
administrative structure in the Federal éﬁvernﬂent to implem2nt such a
policy, In particular, by financing health care services preqominantIy
througn enployient.related insurance and through *“tedicare for the aging, we
have created a system that pays little delibarate attention to the needs of.
children, As a result it should not be surprising that our system creates
mare inceatives for high-technology, specialized acute care of adults and

the eldarly than for preventive or primary care services for children,

Recent changes in the national political atmosphere have renewed fears
that quicklv-enacted policies designed to cut health care epxendituras

woiuld erode tne pragress children's prograns had made in ths past,

‘Infortunately, these fears have proved to he w?ll grounderd, Some of
the ad:073tes o9f the new approach qenyinaly dn believe that child health

interasts 4ill he garved hetter tnrouqh state and local than through
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Fadaral control, and blama the shortcomings of existing programs o0 the
inefficiency of large central governments. Rut what has happened, however,
seems to be thgt tha magnitude of Federal fiscal reductions has heen SO
great and chénges nave occurred so swiftly that we have exploited the
vulnerability of children and may have in part reversed the historical

accomlishmants of highly peneficial prograns.

The third. and possibly most important, reason for particular concern
about children is thqt children require specialized health care and
therefore policy decisions-ih}t are hased on the population as a whole can
have disastrous effects when appiied to certain areas of child health,
Most child;en. as we all know, are quite h=althy and nead principally
prevéntive'and acute illness care. BRut some groups’ are very sick. For
example, a major study analyzing the frequency of serious health problems

. in the first year of life revealed that infants are subject to both a high
frnqupﬂc; and highar acuity in nealth problams, e in five infants
suffers at least ona major health problen and one in ten is hospitalized

. during the first year,

In addition, a relatively small proportion of the child population

requires 2 disproportionately large and highly specialized amount of health

' care. These children cannot be regarded nedically as "gmall aduits." In
this cateqory are infants and children with afflictions such as extreme
arematyrity, spina bifida, cystic fibrasis, matahnlic diseases, physical

“ nandicaps and a myriad of other ¢carioys chronic health conditions, Each
ane of these conditions s rare and requires unusual medical expertise,

Takan together, children with -hronic and disabling conditions are only a
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small  fraction 2f all children but require about one-third of all hospital

care for children,

Thus there are compa2lling reasons to he concerned about children,
Individual children need to have their pains relieved and their potential
stimulated, Society needs healthy children to become healthy, productive
adults, Children have no direct political powar and muyst rely on us to
represent them honorably, And children who are sick need special care that
will not he available in a system designed to care for adults and the

v

elderly.

Why Worry About Poor Children?

Family income 1is a powarful correlate of 111 h2alth in childhood,
Ilness is more comnon among poor children and, even more strikingly, is-
more severe when it occurs, f£linical and epidemiological studies indicate
that ponr children are twice as likely to be born at low birthweight, twice
s likely to contract i]]nqsses such as bacterial meningitis, three to four
times as likely to lack indicated immunizations in the preschool period,
two to-three times as likely to contract ilinesses Such as rheumatic fever,
two to three times as 1ikely to have iron-deficiency anemia, two to three
times as likely to have hearing probfems. fifty percent more likely to have
uncorrected vision difficulties, nine times as likely to have elevated
blood lead levels, and 75 percent more likely to be admitted to a hospital

in a year,

Poor children have 3N percent more days when the2ir activity is

restricted and 40 parcent mare days lost froa school due to illness,  They
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are  mre likaely to ha reﬁorted Dy their parents as having one or more
chronic conditions, Tnree to six timas the propartion of poor children are
reported by their teachers as being in fair or poor health as is the case
for non-poor children and the Sama taachars report three timas as many poor
children as having a condition that 1mits schoal work'or play activities,
Poor children are also more likely to be diagnosed by physicians as having
ane  or more psychosocial conditions and 40 to 57 parcent more likely to be
found_to have a significant abnormality on physical examination by  a
nhysician ihan ann-poor children, Family income is more strongly related
to these mesasures of %11 h2alth than other snciodemographic characteristics

a

such as race and parentai education,

"artality rates of poor children are much-highar than is the case for
non-poor children, teonatal mortality rates are one and one-half times
higner among oanor children and postnesnatal nmortality rates are twice as
nigh, Poor children are approximately one and one-half to three times as
likely to die after the first year of life as non-poor children, The
highar death rates among the poor are’ not due to a higher oproportion of
non-whites 3m0ng the poor, as the discrepancies across t' 2 income groups
are more consistent and striking within the white ponulation alone,  Poor
children are more likely to die from accidents and from condiv,ons such as
leukemia, Parinatal probleas, when thay o-cur, have greater impact and
1re  sequalis  in poor children and 030r children have greater 10 daficits
40 byrn 3t 1ow virthea1ght than other children, Twice the propartion of
MM9r children have marked iron deficiency and poor childran are much more
Yikely to have mirkedly elevatad blood lead levels, Door children  with

mpandicitis are mgre likely to exD2rience apozndiceal oarforation and

-------
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peritonitis than non-poor children., Poor children are two to three times
as likely to have severely impaired functional vision (20/57 or worse with
usual correction). The average length of stay in the hospital is twice as
long for poor children and their average total hospital days are four times
as high as for other children, Common conditions tend to be more severe in
poor children, as is the case 4ith asthna. Greater hospitalizations are
also experienced by poor children with uncommon conditions, for examnle,
for diabetes, the hospitalization rate js at least two to three times
greater for ponr than for non-poor children, Poor children are twenty
timas as likely as non-poor children to pe uynable to attend regular schonl
because of a health-related problem and twice as likely to be linited in
their ability to do so. Although evidence on the relative prognosis of
nealth problems in poor and nan-poor children is scant, data which axist
suggest that the illnesses of poor children are wdre Vikely to persist or

nave sequelae than is the case for othar children,

Thys there is comoe{ling evidence that low income and bovertv are
imnortant risk factors for childnhood illness. nocumantation of the
mechanisms hy which poverty exerts 2an affect is lacking but inferences can
he drawn from the research literature concerning a variety of types of
factors, poor children are more likely to he exposed to environmental
toxins hacause of the neighborhoods in which they live, Greater life
stresses  3mong  poor families also predispnse to greater illness, To the
axtent that nadical care s efficacious in opraventing or aneliorating
illness, “arriers in 3ccess to appropriata and timaly care alsn are

4550ciated with are frequent and mare savere illness,

41
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There is another serious dimension to ¢the assaciation between lov
income and poor health in childhood -- the numbers of poor children are now
incrnasing; reversing the trend of recent decades, Throughout the 19A0s,

the poverty rate among children under 18 years in famjlies fell hy nearly

one-half, from 26.9% in 19%9 to wnat has thus far proved to be an all-time

low of 17.8% in 1049, Nuring the 10705, the rate fluctuated somzwhat bhut

generally rose, reaching 16,0% in 1979, 1Incresses Since then have haen
dramatic -- 17.9% in 16990, 19,45 in 1991 and over 21% in 1982,  MNoa, some
13,A million, m=ogre than one of every five children, lives in poverty,
Furtheraore, the poverty rate for children is almost /1% higher than for

any otner population group,

The current situation is clear -- poor children are nnt as healthy as
other children, and every day thera are more and mare children 1iving in
noverty, The implications should be equally clear .- thare is an urgent.
need for qovernment to prevent, reduce, and treat the n231th prohlens nf
nnar  children now, even as w2 search for long-term solutions to the
underlying paverty itself, The responsibility lies with qovernment hecause
of the immediacy and seriousness of illness in childhao-, and particularly
A4itn the Federal qovernment because of the qreat importance of Federal

prograns to deliver nealth care to poor children,

B T L .
1y PR !.“ 2 e
alie Gt PR SPY TR L



“Madical Care Naas *ake a Nifference

Although long-term decliines in msrtality and improvemants in health
status are primarily a result of social and an1(nnﬂ°ntal advances, medical
care has had a substantial effect. MHadical care can be demonstrated to h2
effective in preventing much of the mortality and morbidity fn childhond

_and.tnerafore in m0difying the_impact of low_income on_illness,

The benefits of medical care have recantly heen documented in a review
of tha literature concerning sixteen different indicators of i11 health in
childhnod: neonatal mortality, pastneonatal mortality, low hirthweight,
hirths tn teenagers, hacterial meningitis, diabotic acidosis, astnmia,
appendicitis, imanizations and  communicable diseases, congenital -
hypathyroidisn  and phenylketonuria, nastroenteritis  and Aahydratinn,
epilepsy, lead poisoning, jron-deficiency anenia, rheynatic fever, and

child hatterings,

Evidence of the benefits of madical care {s of two types: 1) Temonral
relationships betw2en a change in fraquency and/or severity of a condition
and a change in the natura or amount of health care delivered; 2} A
relationship hetween an increase in comolications orf sequelae of illness

and delay in seeking care,

The evidence is imperfect, For nost conditions for which medical care

is souqht, evidence of effectivenass has ast baen Aacunanted bv  specific
diss. “lareover, when studies dn dotumeant the pfficacy of narticular
nodes nf tharany, few include their applicatinn undar usual conditions of
practice and tha exteat to which various qrouds in the population have
access tn officacious care, Nevarthaless, the studv cited abave w«as able
to concluda that "“1f the results of this Jliterature review can he
qenerglized to other conditions, much althauqh Dy no mM23ns all of nedical
care can ha sard tn have 4 heneficial effect; conversaly, nonrer access tn

madical cara can he considered a risk factor for greater illness.”
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41+ Madicaid Yas Halpad Poor Childran

Although some disparities in health status persist, gaps in the access
to and utilization of health care have hequn to clase, The utilization of
health care services hy _poar children now approximates that of the-non-
noor, hut did not hegin to do so until after the anactmaent of the Medicaid
nrogran, Aday a2t al report that, overall, 87 percent of the children in
the inited States ages 1-5 saw a physician in 1976, the rang2 was from 07
percent of children in families with high incone; to 78 percent of those in
lou-income families, Thay noted similar ratios for children ages A-17 in
househalds of differant dncoms status. In 1967, before tha enactment of
Medicaid, however, the differences in utilization were much greater: only
52 percent of the ynunger children and 41 parcent of the c'der grouo in
Inw-income families saw a physician in tha previous year, compared with 87
and 70 percent, respectively, in the high-income groudp, Nther national
studies hive also confirmed the increased use of heaith services by poor

children since enactmant of HMedicaid,

Medicaid  has greatly improved access to health services for low-income
children but nas not yet eliminated all the disparities. The poorer the
family, the more likely the children are to have no reqular source of care
and to have a place rather than a particular physician as their regqular

source nf care,

The type of health insyrance has a large impact on whether or not the
t¢mild nas 2 reqular source of care, even when the familv has a low {incoma,
For vxg1nle, almgst twice the proportinn of poor childran fincome ynder 160

nercent of navertv) who are uninsured lack a reqular source of care as

. B .ty AN ' . Y
41 E‘ g b e -
Ma [N i ‘e . -



%

E

41

comnared with those on Medicaid and those with private or military -
insurance, Even with insurance, however, poor thildren with ledicaid and
those who are uninsured are more likely o have a nlace withodt a
particular physician as their regular cource of care {37.% and 38,9 percent
respectively) than poor children with private or military insurance {29.9
percent)., Individuals in each income group +wha are receiving “adicaid are
less likely than those whn are uninsured to be without a source of regular
care but are at least equally likely of having a nlace rather than a

particular doctor as their regu1ar source of care.

Reing poor and being on Medicaid are also associated with high
proportions of children using hospital outpatient departments ‘as  their
regular source of care, Nutton, in a study in Washington, n,C.,
demonstrated that certain types of organizations, particularly those that
provided poor continuity of care and that arovided care primarily to ponr
peonle achieved less satisfactory outcon2s fsuch as fewer preventive
services) than organizations providing greater continuity and serving
heterpgeneous populations, Low-incom2 children are even less likely to
shave contact with a physician than other children if their greater illness
{s taken into account. Controlled for morbidity, poor children have many

fewer visits than non-poor children.

Progreans such as Medicaid not only have helpad poor children get
madical cara, they nhave even had 3 demonstrahle 2ffect on the health of
those children. The ameliorating affect of medical care on the poorer

nealth status of disadvantaged childran is demonstrated by th2 following:
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1. Hospitalization rates among poor children increased after access
to medical care was facilitated in tha mid-19A0s, foncomittantly,
lengths of stay declined so that the disparities hotween the poor

and the non-poor were much less than in the eacly 19605,

2. There s now better diagnosis of snecific major chronic illnesses
879ng poor children than was tha case previously, Prior to the
mid-194%s, a much loser proportion of poor children were diagnosed
35 having diabates than was the case for non-naor children, By

the mid-1970s, almost equal p}oport*qns had diagnosed diabetes,

1. Subsequent  to oprograns such as Medicaid, the disparivy in
nostneonatal mo.tality rates batween the poor and the non-poor

narrowad,

4. In areas where access to better perinatal care was facilitated the
9ap in neonatal mortality rate between the poor and the non-paor

narrowed,

In summary, better access to appropriate madical care can improve the
health status of posr children. Poorer access to care is responsiblé. at
Teast in psrt, for the greater severity of illness among poor as comparqd
with non-poor children, Lack of access to timely and adaquate medical care

is clearly ¢ risk factor for more severe illness in childnhood,

It is imnortant to nots not only tnat “edicaid has halped, hut alsn
that Madicaid is overwhelningly tha ~ast important means  of nroviding
health care %0 poor children. Tha Federal governnent does not soend ~any

**1icaid dollars on health care for lgw-incone children, hut what it does
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spend s critical, Expanditures for children comorise bhoth 3 small
proportion ind a low absclute armount of Federal expanditures for health
care. In 1978, public expanditures for child health care were 5,496
5i1lion or 8.% parcent of ths total public sxpanditures of 545,042 billion,
Per capita public expanditures for chi]dren were 591,99, compared with
51,279,586 in public funds expended for thosé A5 and over, and 218,131 for

those aqgad 19 to A4,

Medicaid accounts for the largast proportion of public funds that are

spent for ‘¢hildren, 1In 1978, Hadicaid accounted for &5 percent of opublic

funds spent for cnildren's health, although that program accounted for only
28 parcent of public expanditures for health care for all age -grouns and
only 21 percent for those aged A5 and over, Although the aged have othear
sources of pubhlic spending, particularly Medicare, children receiving

health care under public programs rely largely on Medicatd,

Studies by the Census Rureau documant the importance of Medicaid for
Tow-income children, 1In 1981, of thnse children below the poverty level
who had some form of health insurance, two-thirds had nnly Medicaid,
Private insurance alone covered only 18 percent of children below poverty.
Since one-third of children in poverty already have no insurance, nearly
four out of five such children would be completely uninsyred without the

Medicaid program,

“adicaid Toverage 1s Yeading In Thae rong Riraction

As noted above, when all public and private insurance is counted, only

two-thirds af children in poverty have any h2alth carz coverage, ‘Medicaid
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jtself covers less than half these children, WHith the number o:i poor
children increasing, one would expect to see a significant increase in the
number of Medicaid recipients who are children, Unfortunately this has not
happened, In fact, the nuaber of child Medicaid racipients rose hy only 3
percent between 1980 and 1082 -- far below the increase in numbers of poor
chiIdren'dufing that same time period, toreover, the Children's nefense
Fund (1993) recently surveyed each state and estimatéd that some 7N1,MN
children and women have been dropped from the Medicaid roalls, This trend
tovard eligibility limits appears to have grown even worse in the last two
years, due primarily to state changes or lack of {improvemants  in

eligibility under AFNC programs and medically needy programs,

For most children, Madicaid eligibility is the result of that child's
qualifying for Aid to Families with Nepéndent Children (AFNCY, States are
free to set their financial standards for AFNC and “edicaid eligibility
and, with few axceptions, choose. incomes that are well bzlow the poverty
level, These 1income standards have constantly failed to keep pace with
inflation, Consequently, AFNC recioients are poorer than ever hefo}e. and
fewer poor children are.eligible for AFNC and Medicaid, Moreover, since
198] states have made a number of changes in both eligibility and benefits

that have reduced coverage for low-income children,

In addition to financial standards that are more stringent than the
ooverty level, the major reasnn why so many pnor children are not covered
i§ the restriction of elinibility only to children in certain categories,

AFDS s the largest and is included in all *Medicaid proqrans, and  most

B ot miee epng
., e . R
.

%



45

disabled children receiving Supplemental Security incom2 {SS1) payments are

also eligible for Medicaid.

Rayond the AFAC and §S| requlations, states have th= ontinn of covering
additional groups of cateqorically needy children, Many states, however,
nave not taken advantaqge of these options, For example, in 19910 24 states
1id nat cover pnor children in two-parent unemaloved families, fver ten

y2ars ago, Abrahan Ribicoff wrote about this unfortunate regulation:

The qgrin reality 1is that our welfare system, 3as now
structurad, encourages tha disintegration of the family unit,
and virtually forces fathers and mothes out of their homes,

(Ribicoff, 1972, p.5n)

Sixteen states denied c¢overage for prenatal care of pregnant women
carryving their first child because these women ware not vyet parents - and,
consequently, nut yat eligible for AFNC, This extrem2ly unfortunate policy
in high persanal and societal costs increases the nymber of premature and
Tow hirth weight infants and in return means more public funds are spent on

intensive care of such nesborns,

Seventeen states excluded AFDC or SSI children ages 1R-2] who are
regularly atteading school, Twenty states restrictad financially eligible
child;en under 21 who were not living with or had np parent from receiving
“agicaid, An exception to the discrepancies in coverage listed above is
the finding that 2all states have taken the option tou cover children in

~

arohanages, foster homas, and facilities for the mentally i1l or mentally
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retarded -- a group that would likely be a state responsibility anyway and,

therefore, a Federal match for their payment reduces the states' share.

Another qroup of children that states can npt to cover are the
n2dically needy, Tnese.are dependent children who live 4n families that
n2et  all the criteria for categorically needed assistance, except for
incom2 and who have nigh medical bills, This could he a child with sickle
cell anemia (requiring reqular and costly care) who lives with a parent who
may make only 510 more a month than is allowed to obtain ‘tedicaid
aligibility, iinder the madically needy program, this parent wauld *. able
to subtract the cost of medical care from their fvnthly income and therehy
hecone  eligible for Medicaid, In 1981, *here uere an estimated 9 million
nedically needy (AFDGC) children and 1.4 million other Title XIX recipients

{the majarity of whom are children), totally over 10 million children or &7

;percent of all medically needy recipients, 8u%, the following 20 states do

not cover medically needy children as of 1997 Alabama, Alaska, Cnlorado,
Nelaware, Florida, feorgia, ldaho, Indiana, lowa, Mississippi, Missouri,
evada, New Jersey, Hew Mexico, Nhio, Nragon, South farolina, South Nakota,

Texas and “yoming,

A final group of potentially eligihle children live in fanilies that do
not meet any of the categorical requirements or they live .in families with
incomes above the Faderally estahlished maximum for the aedically needy.
Alien children, for examnle, would he coverad in *he former qroun.
‘nfortunately, there are 10 accurate estimates of tha nu~hers of children

in thase grouns.
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Tha ch{ldren in excluded cateqories and the increasing nunber nf poor
children ineligible for idedicaid are not the only reasons why the program
should h2 expanded rather than constricted, Changes in 'ledicaid directly
affect otnar Federal and state programs and private expanditures 3as well.
The Crioplied Childrens Services (GCS) have very limited funds that they
hava baern able to £arget on anhulatory and other spacialized services
because manv of the £€S childran have also bheen eligihle for Medicaid.
Reductions in “edicaid mean that states may well see an increasing share of
their CCS bhudgets going for in-hospital care -- a very costly shift that
could r#pidly xhaust CCS budgets, In the nprivate sector, Meodicaid
cuthacks in eligibility, benefits and payment levels also increase the had
debt load on hospitals and physicians, This 1eads to cost-shifting to
private patients, which in effect is a h{dden tax on employers ang
individuals who require hospitalization., The unstahle situations that
result  have  produced crises for dndustry insurance companies and

providers,

The deleterinys effects of Medicaid restrictions on chidren have hy no
means all been measured as yet, and many =ay not appear for years. In his
testinany today, fNr., C. Arden Miller has documented some indications of
these i1l effacts, Preliminary results from an on-going study of
padiatricians who were mainlv working in teaching clini-s show the impact
of *™adicaid and other program cuts, Two-thirds of the neariv ANN
respondents eoither  reported a reduction in services, in the mast recent
year or volunteored at least one effect of reductions, Almast  half

repnrted  raduCtions having to do with *edicaid., About one-third reported
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increases used by those wnho used to seek care elsewhere and larger numhers

of families with no insurance and unable tg afford treatment,

Conclusion

Medicaid is the most important program the Federal governmeat has ever
established for health care nczeds of poor children, 1t has opened the door
to care for m3any children, Many other poor children .- more than half -
was never covered, however, hecause their n@nbers are increasing, Refarms
may be necessary, controls on spending increases may he necessary, hut not
ones that deny medical care to chilaren in péverty, 1 strongly sunport the

position of the American Academy of Pediatriains that all children have a

_rigﬁt to health <are and that children should be covered by a comprehensive

public plan when tamilies’ are  unable to provide for adequate health
financing, This should be the goal of our country, and w2 should =ove

toward, and not away fron, meeting that goal,
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Senator Bextsen. Dr. Budetti, Dr. Miller’s analysis concluded that
the Federal Government did exactly the wrong thing in 1981 when
it cut child health programs. 1 was looking at the chart up there where
it shows that our infant mortality rate has continued to go down
despite the cuts. That is misleading. '

"The problem is that mortality statistics traditionally are a lagging
indicator in displaying what happens with spending cuts. Do either
of you have any more recent data that give any better indication of
the impact on maternal and child health of the 1981 cuts?t
B IE)r. Bupgrrn I think we would both like to answer. Go ahead, Dr.

Caton. '

Dr. Eatox. I am very much aware that the State of Michigan has
done a study which has illustrated the disastrous effects of the cut-
backs in maternal and child health programs which I think is very
significant in that the State of Michigan has probably had one of the
beat maternal and child health care programs nationally that exists.

There are specific figures that 1 tgink will illustrate even at this
point, relatively early in the game, that infant mortality is rising, I
am also very nuch aware that in my own hometown of Youngstown,

_ Ohio—which, as you are well aware, has high unemployment—there

has been an increase in the infant mortality rate over the last year
or two.

Senator BExTskn. Dr. Budetti, the Center for Disease Control in
Atlanta is very proud of its immunization record and what they have
been able to achieve in sharply decreasing the instance of some of the
dread diseases like polio. These programs have been very cost effective.

For example, we had a special case some years ago down in Texas,
and elsewhere, with rubella and 3-day measles. As a direct result of
that incident years ago, Congress just recently had to increase the
Gallaudet College funding to deal with the sharp increase in the num-
ber of voung students with rubella-caused deafness as they entered
their college years, We were pennywise and pound foolish years ago.
Now, today, while it is at a record low nationally, Texas has quite
a prohlem with rubella cases originating in Mexico. Do you know if
these kinds of immunization programs are taking place in nations
like Mexico?

Dr. Buoerrr. T am not aware of what Mexico’s immunization pro-
grams consist of, Senator.

Senator BrxtseN. T think that is the kind of thing Dr. Miller would
have been a very good person to seak on. But, T do think that is an
excellent example of the widsom. from even a strictlv cost basis, for
these programs, We used to have a great deal of rubella as well as
many other infectious diseases. And. if we cut back on immunization
program-, those diseases are certain to increase. '

I th'..k Dr. Eaton’s citation of preliminary evidence about infant
mort: (itv rates makes the point that if we wait until we have statis-
ticallv sienificant data. a lot of bahies will be born in poor health or
even die hefore we hecome really convinced that thingsare gcing down-
hill. Tnstead. we should 1ook at the past and look at the situation in
other countries with different programs to see what to expect—to

* determine what will happen if we cut back on these programs.

Dr. Budetti, do yon know if some of those countries have vaccina-
tion programs that we do not have?
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Dr. Buperrr: No. The only programs that I am aware of, world-
wide, are vaccination programs against tuberculosis that we have not
adopted for a variety of both medical and public health reasons. But
I am not aware of other similar kinds—— ’

Of course, areas with major infectious diseases like cholera have
programs, too; but, no, I am not aware. That is just'not my field.
I am sorry.,

Senator BexTsEn, Dr, Eaton, you have an association with the
border health program.

Dr. Earox. Right, -

Senator BeNtseN. I have an interest in that having been born
and reared in that area, and having some idea of the severe problems
they have. ) -

Can you tell me briefly how the health ‘care situation along the
southern border ditfers from the rest of the nation?

Dr. Earon. T guess the best way to capsuiize an answer, since the
research that has taken place in this United States-Mexican border
project probably has taken place over a 8-year period—and, incidental-
ly involved LBJ School of Public Affairs in Austin as well as the
Academy of Pediatries’ Comnmittee on Community IHealth Services—
iy that there are very significant problems it maternal and child health
aleng the border and on both si(ses of the border.

Basically, the intent of this research was to illustrate what the mag-
nitude of those problemas were. For example, looking af indexes such
as infant mortality death due to infectious diseases and a variety of
other factors, that research data is at this point being analyzed and
finalized, and I think will be of great interest to you personally because
I think it is the first attempt to, mn a systematie way, look at tlie border
areas between Mexico and the Taited States in a very formal research
process, : =

Senator BenTsex, Looking at these charts, Dr, Budetti, when you
talk about the MCH block grant program and childhood inmuniza-
tion programs, you are talking about preventive care. Medicaid and
community health centers on the other hand are more reactive in
nature. '

Japan and most European nations, as we see from the chart on
infant mortality rates abroad, are doing a better job of providing help
to newborns than we are. What accounts for their better performance ¢
What kind of a blend do they have of preventive and reactive health
programs? HHow do the expenditures compare with ours?

Dr. Brorrrr. A big difference in most of those countries is birth-
weight, We have a higher infant mortality rate than many of those
countries simply because we have more very small babies born in this
country,

One of the main rexsons that is the case is that, in many of those
countries, women all yret adequate prenatal care: they have sound
nutrition and nutrition counscling programs. Healthier mothers are
having bigger, healthicer babies, and so once the babies are born, they
are much more likely "o live.

If vou look at how vell we are doing once the babies in the country
are born, the tiniest hibies are doing much better than in those coun-
tries. The problem is :hat we have more tiny babies because we have
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not been doing the kinds of things that will prevent or reduce the
number of premature babies,

Figuresn the six or seven range of infant mortality indicate causes
that it is very diflicult to eliminate. But at our range, 12.5, that num-
ber conld probably be cut by half or a third by reducing the frequency
of deaths from prematurity and low birthweight. It is principally at
the mother’s en(i of things where our failing is,

Senator BextseN, The administration is doing harm in cutting child
nutrition programs and the MCH block grant. But in the next session,
I expect to offer an amendment on the Senate floor to increase the MCH
block grant appropriation for fiscal year 1984—to get the MCH pro-
gram a higher level of funding, instead of a cut in funds.

What I would like from the two of you are good arguments to use
in front of the Senate for that purpose. I will not ask you to do it here
today, but if you can send me some information, I would be very ap-
preciative of that. '

Dr. Buperrr I believe we both believe there are some very good argu-
ments and will be happy to supply them to you.

Dr. .aroxn, With great enthusiasm,

Senator BextseN. The usuel problem I have with the Senate is try-
ing to be in two places at one time. In fact, I am supposed to be at
another hearing right now. So let me adjourn this hearing and con-
tinue my examination of the MCH program cuts on December 17, 1984,

I appreciate both of you presenting testimony today. It is a good
deal to digest, but I wi:! put it to good use next year, Thank you, again,
for your thought ful testimony.

Dr. Katon, Thank you.

Dr. Bupgrrr Thank you.

[ Whereupon, at 11 a.m., the subcommittee adjourned, subject to the
call of the Chair.]
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